PTSD and substance use disorder (SUD) are highly prevalent among Veterans returning from Iraq and Afghanistan (Operation Enduring Freedom/Operation Iraqi Freedom; OEF/OIF). Seeking Safety (SS) is a cognitive-behavioral psychotherapy for co-occurring PTSD/SUD. This pilot study with fourteen male OEF/OIF Veterans suggests that SS may help to reduce alcohol use, PTSD, and depression in some participants at clinically significant levels, even when providing less than half of the full model. We emphasize several SS features as especially helpful: the case management component to help engage clients in further mental health and SUD care; offering PTSD as an entry point, and emphasis on community resources. Issues particular to Veterans include reintegration to civilian life and supporting Veterans' connection with other Veterans.
that Veterans decreased in PTSD symptoms and reported increased quality of life (Cook et al. 2006) . SS has also been found to be acceptable to male Veterans (Weaver et al. 2007 ). However, there are as yet no published studies on SS with OEF/OIF Veterans. This report offers an example of implementing group SS with OEF/OIF Veterans at a VA, including preliminary data on nine OEF/OIF Veterans who completed SS.
Method Procedure
The VA San Diego began offering group OEF/OIF SS in summer, 2006. The majority of Veterans referred to SS screened positive for PTSD or alcohol abuse on their post-deployment screening which, if the Veteran agreed, generated a consult for an intake with a mental health provider. Those who endorsed problem drug or alcohol use and PTSD at their intake and agreed to the referral were sent to SS. Treatment consisted of 10 weekly ninety-minute sessions. Participants could join at any time and attend for ten weeks from their entry point. The groups were co-led by psychology trainees and supervised by the program directors of the Substance Abuse Mental Illness (SAMI) and OEF/OIF PTSD specialty clinics (authors ST and SN). Trainees viewed training videos of SS and co-lead the groups with a supervisor trained in SS by Lisa Najavits (SN) prior to leading groups on their own. Session audiorecordings were reviewed during weekly supervision and therapists were given feedback on compliance with the SS manual.
Of the 25 SS modules, the following combination of cognitive-behavioral and interpersonal sessions were selected: PTSD Taking Back Your Power, Commitment, When Substances Control You, Red & Green Flags, Honesty / Integrating the Split Self (combined into one session), Recovery Thinking / Discovery (combined into one session), Healing from Anger, Grounding, Creating Meaning, Life Choices Game, Healthy Relationships. Initially, modules were selected by the supervisors and therapists. Integrating the Split Self and Discovery were added because the therapists expressed that they could integrate more material on certain weeks. Participants requested that more time be spent on relationships and thus the Healthy Relationships module was added. In addition, the Life Choices Game is now played every six weeks because participants reported they enjoyed this module and the therapists felt the module helped improve patient participation in session.
Participants in the study were assessed at baseline, mid-and post-treatment, and three and six month follow-up. Pre-, mid-, and post-treatment measures were administered by the group therapists prior to the start of each patient's first, fifth, and tenth week of treatment (regardless of number of missed sessions). Follow-up measures at 3-and 6-months were mailed to participants with stamped envelopes. If participants did not return the assessment, they were telephoned and sent a second packet one month later. Participants received $20 for each assessment.
Participants
Veterans about to begin treatment in SS were telephoned by a study investigator, told about the study, and asked to arrive early for their first session for consenting and measures if they chose to participate. About 50% agreed to participate with others citing time restrictions or lack of interest as reasons for refusal. We enrolled 14 male outpatients over a 1.5 year period. Nine of the fourteen completed treatment and their post-treatment assessment. Seven of the nine were referred because of PTSD and alcohol use disorder, two because of PTSD and marijuana dependence. Six of the nine completed one or both follow-up assessments.
Measures
Participants completed the following psychometrically validated measures: the PTSD Checklist-Military Version (PCL-M; Weathers et al. 1993 Weathers et al. , 1994 , the Beck Depression Inventory-II (BDI-II; Beck, Steer, & Garbin, 1988 , the Alcohol Use Disorders Identification Test (AUDIT; Babor et al. 2001) , and the Drug Abuse Screening Test (DAST-10; Yudko 2007). The AUDIT and DAST were modified to be completed in regard to the past month.
Results
Demographic and deployment statistics by completers and drop-outs are presented in Table 1 . Attendance averaged 7.64 sessions. Groups had 5-10 weekly attendees. Due to our small sample size, changes from pre-to post-treatment were examined on an individual basis (Table  2 ). For PTSD and depression, changes were examined using calculations of reliable and clinically significant change. Eight of the nine (89%) decreased in PCL score (M = 11.37; SD = 11.98) and one worsened (increase of 6 points). Of the eight who improved, six (75%) had a reliable change in PCL total score of a decrease of five or more points (Monson, et al, 2004) ; four (50%) had a clinically significant decrease of at least 10 points 1 (Resick, Monson, & Chard, 2007) . Five (62.5%) decreased in BDI-II total score (M = 22.4; SD = 6.31). A fifteen point change is both clinically significant and reliable (Seggar et al. 2002) . All five showed decreases of at least fifteen points. The remaining four participants (44%) showed BDI-II increases from two to seven points. Seven (77.7%) endorsed problem drinking at baseline. Five participants (55.5%) reported a reduction in number of drinking days, drinks per episode, or both. Both participants with marijuana dependence reported using marijuana at least once in the prior month at post-treatment; frequency data were not collected. No clinically significant exacerbations occurred. There were no adverse events reported by participants or therapists.
Discussion
This pilot study suggests that a 10-session course of SS may help some OEF/OIF Veterans to reduce alcohol use, PTSD, and depression. Indeed, in those who improved, improvements were in the clinically significant range, a more stringent criterion than statistical significance. Those who completed follow-up assessments maintained their gains or continued to improve on PTSD symptoms (Table 3) . Study dropouts had a trend toward higher AUDIT scores and fewer sessions attended, suggesting that those with more alcohol problems may be harder to retain.
We offer the following observations based on this project.
Address readjustment.
One important theme for Veterans is readjustment to civilian life. One participant, for example, described carrying a gun to feel safe. This was discussed within the SS model as unsafe coping, but also in the context of readjustment to civilian life where carrying weapons has different implications than in combat. SS emphasizes using examples from clients' lives; we made it a point to use examples relevant to military and Veterans.
2. PTSD as an entry point. During our project, the VA San Diego initiated an OEF/OIF PTSD clinic, and most Veterans are now referred from there. Some Veterans who refused substance abuse treatment were willing to enter the PTSD clinic or to come in for help with trauma problems such as nightmares. Offering SS through a PTSD clinic may help engage Veterans who initially resist substance interventions and labels.
Allow a "try-out".
We have begun to encourage Veterans to try out SS without obligation to continue. Because OEF/OIF Veterans may resist treatment, letting them observe or participate in three sessions before deciding can build willingness to continue. Simply monitoring substance use levels can help build awareness that may lead to behavior change.
Encourage community participation. Many Veterans reported that spending time with
other OEF/OIF Veterans is an important benefit of group SS. We encouraged this connection, but discouraged it from occurring solely in VA. We helped Veterans identify OEF/OIF community resources (e.g., a student group or softball team), and emphasized these in weekly commitments.
SS as a gateway to more treatment.
The case management component of SS is designed to engage clients in additional treatments. Several SS patients who were initially unwilling to do so went on to residential SUD treatment or exposure therapy for PTSD. As clients became more aware of the problems caused by PTSD and substance use in their lives, they were more willing to enter other treatments.
Integrate treatment as much as possible.
Our groups were supervised jointly by the directors of the substance abuse clinic and the PTSD clinic. This helped ensure that both SUD and PTSD were represented in all sessions even if some therapists had stronger backgrounds in one disorder. Per the SS manual, involving multiple therapists is not required, but it is recommended that therapists obtain cross-training for a solid understanding of both conditions.
Focus on attendance.
Our overall attendance among those who did not drop out was strong (m=7.6/10 sessions), which is in keeping with prior SS studies (Najavits, 2008) . However, drop out was high and more research is needed to understand what elements help to engage and retain OEF/OIF Veterans. Ideas include offering individual and group treatment, evening and daytime sessions, and gender-specific treatment.
Focus on engagement and retention.
We offered fewer than half of SS's 25 topics due to the clinicians' sense that this was the longest time to which OEF/OIF Veterans would commit. The high drop out rate confirmed that many Veterans would not be willing to attend for a full 25 weeks. However, for those who did remain in treatment, the full dose of SS may have led to continued improvement. Prior SS studies mostly used the full SS dose, thus it is not clear what degree of improvement we would have seen with that. One prior study conducted a dose-response analysis, finding that the more SS sessions attended, the greater the improvement on PTSD and drug use (Zlotnick et al. in press) . The SS manual suggests conducting the full therapy prior to making modifications. Future investigations should focus on methods to improve engagement and retention in order to make offering the full dose a more viable option.
Limitations of our project include the small sample, the lack of a control condition, fidelity assessment, reporting of all substance use post-intake, and lack of data on study dropouts. Pre and post measures measures were administered by the therapists which may bias participants' responses. The high study drop-out rate (42%) and the low number of Veterans who completed at least one follow-up assessment (n = 6) is concerning in that there is no information on the use trajectory of study drop-outs. Future research is needed to understand how better to engage and retain OEF/OIF Veterans with concurrent PTSD and SUD in treatment. Across VA, providers are challenged by how to treat OEF/OIF Veterans, particularly those with comorbid PTSD/SUD (Najavits, et al; Submitted) . In this pilot, SS appeared promising for engagement and symptom reduction. We hope this report contributes to an ongoing discussion and helps to inform future studies. Follow-Up Data 
